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INDEX OF SURGICAL PROGRESS. 


GYNAECOLOGICAL. 

I. The Mortality of Primary Laparotomy in Cases of Ex- 
trauterine Pregnancy. By Robert P. Harris, M.D., (Philadelphia) 
The writer considers as primary only those operations which are per¬ 
formed not only while the foetus is living but after it has reached a via¬ 
ble period of gestation, and when the operation can be undertaken in 
the interest of two lives. In this respect he departs from the classifi¬ 
cation of Hutchinson, who attached the term primary to all cases in 
which an abscess opening through the abdominal wall had not formed. 
Of the 25 cases of primary laparotomy for ectopic gestation, as defined 
by Dr. Harris, 23, or 92%, were fatal, with a loss of iS children. 
The most frequent cause of death was hatmorrhage, of which 12 died, 
4 each died of peritonitis and collapse or shock and exhaustion, 2 
from septicaemia and 1 from heart-clot. In case the placenta is im¬ 
planted without the uterus, as is ordinarily the case, there can be no 
contraction of its basis after the removal of the fcetus. and the process 
of exfoliation must produce more or less haemorrhage; if it be im¬ 
planted upon the abdominal wall in the line of incision early death 
results; to remove the placenta from its attachment to the viscera 
during the operation must be necessarily fatal, and it has not been at¬ 
tempted in this class of cases, so far as known for forty years. He 
refers to a recent operation by Joseph Price, of Philadelphia, in which 
the child lived four hours and the mother fourteen days, finally suc¬ 
cumbing to htemorrhage. If the primary operation is ever to be one 
of diminished risk, he considers that it must be made so by one of two 
methods: (1) the ligature of the vessels supplying the placenta and its 
removal with the cyst; or (2) by antiseptic treatment of the placenta, 
to prevent its decomposition and separation— Med. News. May 21, 
1887. 

II. Laparotomy in a Case of Extrauterine Pregnancy. 
By G. Bouilly (Paris). A woman, aet. 39, had not menstruated for 
six months; she had felt motion but all movements had been sus¬ 
pended for the last fortnight, and she had symptoms of the appearance 
of milk in the breasts. The abdomen was enlarged especially at the 
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umbilical region, by an indolent tumor, regular and fluctuating above, 
irregular and hard below. The diagnosis was doubtful between a mul- 
tilocular ovarian cyst, with or without a uterine fibroma, a cystic fibro¬ 
ma and an extrauterine pregnancy, which the enlargement of the 
breasts contributed to render probable. Exploratory puncture was 
fruitless. Seven days later she was seized with pains analogous to 
those of labor, and the cervix became dilated. These pains continued 
during the following days, accompanied by tympanites, and on the 
third day missed labor with peritonitis was diagnosed. Laparotomy 
was performed on the third day following. Incision through the me¬ 
dian line exposed, immediately upon the opening of the peritoneum, a 
macerated foetus, lying between the anterior abdominal wall and the 
intestines, with the uterus on the right and the iliac fossa on the left. 
It weighed 1,726 grammes and was easily removed. After ils ex¬ 
traction, there were still left below, two large masses ; on the right the 
uterus covered with lymph deposit, and on the left, down in the pelvis 
and attached to the posterior face of the left broad ligament, the pla¬ 
centa with the cord inserted into it ; it was so firmly adherent that it 
had to be left in place. The toilet was made with hot carbolized 
water. The upper part of the abdominal wound was sutured and the 
lower angle was occupied by the cord and two large drains; iodoform 
dressing. After the first day, daily injections of sublimate solution 
were introduced to assist the elimination of the placenta, which occurred 
in four weeks by insensible exfoliation with a scanty and non-septic 
suppuration. Two months after the operation, she left the hospital 
with a small fistula which closed up a few days later, after the dis¬ 
charge of a suture .—Societe dt chirurgU de Paris, Dec. 1S86. 

III. Successful Primary Laparotomy for Ruptured Tubal 
Pregnancy. By A. W. Johnston, M. D. (Danville, Kentucky) A 
woman, ret. 32, the mother of one child ret. S, two months advanced 
in pregnancy, was seized with severe pelvic pain, with a considerable 
amount of shock; two days later she had entirely recovered from the 
general symptoms but high up to the left of the uterus was a mass about 
the size of an orange, which was exquisitely sensitive and obscurely flue- 



